Neovascularization after retinal branch vein occlusion (RBVO) has long been recognized (Foster Moore, 1924; Jensen, 1936) and it has been noted more recently in a number of publications. Krill, Archer, and Newell (I97I) found that three out of 14 patients had new vessel formation after RBVO; Michels and Gass (1974) found seven cases of retinal new vessels in 28 eyes and disc new vessels in two out of seven eyes.
METHODS
All patients had ophthalmic and medical examinations. The eye assessment included a history of visual symptoms specifically related to vitreous haemorrhage; corrected visual acuity, direct and indirect ophthalmoscopy, and slit-lamp biomicroscopy. Colour photographs and fluorescein angiograms were performed at varying intervals, but each patient had at least three angiograms in the follow-up period of two years.
Colour photographs and fluorescein angiograms were examined for the site of vein occlusion, the presence of capillary dilatation (Fig. ia) , areas of capillary nonperfusion (Fig. 2) , and the presence of neovascularization. The criterion for capillary non-perfusion was that an area of more than four disc diameters in size must be lacking capillaries on fluorescein angiograms. Cotton-wool spots are usually of a smaller diameter, although they are always associated with capillary non-perfusion. Areas covered by haemorrhage were not included, since haemoglobin absorbs fluorescence and could therefore give a false impression of capillary closure (Figs ib, c) .
Most patients with pronounced non-perfusion of capillaries ( Fig. 2) had areas that were much larger than four disc diameters in size devoid of capillaries and in many these extended into the retinal periphery of which no photographs were available.
The following criteria were used to diagnose the new vessels:
I. 
Results
There were eight patients with hemisphere occlusion, 37 with main supero-temporal or inferotemporal occlusion and 23 with macular occlusion. The early development of new vessels was a particularly interesting feature of this study.
A common finding seen on serial fluorescein angiograms was the ingrowth of blood vessels into the areas of non-capillary perfusion (Fig. 4) . These vessels appeared to start as buds from the remaining Table IV summarizes the medical findings. Patients with closure and new vessels (Group i), closure and no new vessels (Group 2), and dilatation (Group 3) were compared. The results were similar in most features relating to general health, but when those without new vessels (Groups 2 and 3 together) were compared with those who had new vessels, the plasma urea and plasma uric acid levels were significantly higher in the latter group (P < o005).
Thirty-one of the 67 patients had diastolic blood pressure above I IO mmHg and a further nine were being treated for high blood pressure at the time of their examination although not at the time of the diagnosis of the vein occlusion. In a further eight patients there was electrocardiographic evidence of old infarction or atrial fibrillation, possibly accounting for normal blood pressure.
In only nine patients out of the 68 examined was there no evidence of arterial disease; the results of their cardiovascular examinations, electrocardiograms, and serum lipids were normal and they had no sign of diabetes. Seven of these had pronounced capillary dilatation. (Diabetic Retinopathy Study Research Group, I976) and this also appears to be a rational form of treatment in the neovascular complications of branch vein occlusion by which means the ischaemic stimulus to neovascularization may be reduced. Although preretinal new vessels may be destroyed directly by photocoagulation, this is difficult with disc neovascularization and it is in the treatment of this complication that photocoagulation of the ischaemic quadrant of the retina may be the most effective form of therapy. The high incidence of neovascularization raises the possibility of reducing the chances of this complication by early photocoagulation of non-perfused retina.
